IN ORDER TO RECONSTRUCT very large surgical wounds, the dermatologic surgeon occasionally utilizes split-thickness skin grafts. By definition, split-thickness grafts are those skin grafts which possess the full thickness of the epidermis and a small portion of underlying reticular dermis. Such grafts typically vary in thickness from 0.0006 to 0.0024 in. These grafts are harvested by manual or mechanically assisted means, and they are subsequently transferred to a recipient site, where they are appositioned to the wound bed using skin sutures or staples. The advantages of split-thickness skin grafts include ease of harvesting, ease of application, ability to adequately observe the recipient site for tumor recurrence, uncommon failure or necrosis of the grafts due to their thin, metabolically undemanding nature, and the grafts' ability to expedite healing when compared to secondary intention healing. Because of their thin nature, however, split-thickness skin grafts are typically inferior cosmetic coverage when compared to full-thickness grafts or cutaneous flaps. Even with ideal graft "take," the grafts often contract, and when healed they frequently develop pigmentary and textural changes that limit their aesthetic success. Nonetheless, split-thickness grafts are important reconstructive modalities when used appropriately.
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Because graft harvesting produces a noticeable scar, split-thickness skin grafts are ideally harvested from rather inconspicuous sites, and surgeons have utilized graft donor sites located on the buttocks, inner arms, thighs, back, abdomen, and scalp. Clothing typically easily conceals the ideal graft donor site, and the donor area is ideally located in a site which allows both easy graft harvesting and appropriate postoperative wound care. For these reasons, one of the more commonly utilized graft donor sites is the anterior or lateral thigh.
Obviously the graft donor area needs to be adequately anesthetized prior to graft harvesting. Anesthetic options for the donor site include EMLA (eutectic mixture of local anesthetics), traditional infiltration of local anesthetics, tumescent anesthesia, and nerve blocks. EMLA administration is time consuming, often messy, and occasionally ineffective. Tumescent anesthesia requires mixing the various ingredients and significant physician or nursing time for administration. Infiltration anesthesia, the anesthetic choice most commonly employed, is quite effective, but this method has several disadvantages: the requirement of large volumes of local anesthetic for adequate anesthesia, the need for multiple needle injection sites (and thus increased pain) to anesthetize larger donor areas, and a relatively short duration of anesthetic action. We have used the lateral femoral cutaneous nerve block, an anesthetic technique used in orthopedic surgery for postprocedural pain control, 1,2 as an elegant alternative to more traditional anesthetic options for harvesting the split-thickness skin graft from the thigh. This nerve block's effectiveness as primary anesthesia for the splitthickness graft donor site has been previously described in the plastic surgery literature, 3 and we have begun to use the nerve block as our anesthetic option of choice for graft harvesting.
The lateral femoral cutaneous nerve is a branch of the lumbar plexus (L 2 -L 3 ). The nerve originates along the lumbar spine, where it emerges from underneath the cover of the iliopsoas muscle. The nerve travels along the posterior wall of the abdominal cavity and pelvis until it exits the pelvis and enters the anterior thigh. Accurate identification of the lateral femoral cutaneous nerve's location as it enters the thigh is obviously critical to the successful performance of the block. The nerve's location is elucidated by careful recognition of the relevant topographic landmarks in the area.
In the localization of the injection site, the anatomic landmarks of primary importance include the anterior superior iliac spine and the inguinal ligament. The anterior superior iliac spine can easily be appreciated as a bony protuberance in most patients. Between this spine and the pubic symphysis runs the inguinal ligament. The ligament's location can often be noted as a shallow depression on the most proximal aspect of the thigh. The lateral femoral cutaneous nerve enters the thigh within a fascial tunnel about 1 cm medial to the anterior superior iliac spine. As it enters the thigh, the nerve is just deep to the inguinal ligament. The lateral femoral cutaneous nerve then travels inferiorly into the thigh to provide cutaneous sensation to the entire lateral thigh.
The technique for performing a block of the lateral femoral cutaneous nerve begins by placing the patient entirely supine. Because the location of the nerve is determined by identifying topographic landmarks, the patient should be appropriately undressed. The anterior superior iliac spine is palpated and its location is marked with a gentian violet surgical marking pen. The location of the inguinal ligament is visualized directly (a shallow linear depression) or its location is conceptualized by locating both the anterior superior iliac spine and the pubic symphysis. Immediately inferior to the ligament and 1 cm medial to the spine, a mark is made with a gentian violet marking pen; this mark denotes the location of the lateral femoral cutaneous nerve (Figure 1 ). Approximately 10 cc of local anesthetic (lidocaine or bupivicaine) are injected into the area of the nerve using a syringe with a smallgauge 1 in. needle. Although some authors have described the proper injection area by relying on the "feel" of the needle as it penetrates the fascial sheath around the lateral femoral cutaneous nerve, 4 we have found this sensation to be difficult to appreciate. We have made it a practice to rely entirely on the abovementioned anatomic landmarks to aid in the location of the nerve, and we inject to a depth that is just below the level of the inguinal ligament. As with all nerve blocks, the intention of this injection technique is to infiltrate anesthetic in the area of the nerve, not into the perineural space. Any sudden, sharp, radiating pain may imply penetration of the anesthetic into the perineural space; such penetration is to be avoided because of the risk of inducing neuropraxia.
The injection is typically only very minimally uncomfortable for the patient. The procedure takes only a minute or two of physician effort. Complications from the anesthetic injection are very uncommon. The lateral femoral cutaneous nerve is located several centimeters lateral to the femoral vessels, so inadvertent intravascular anesthetic injection should not occur.
Following the nerve block procedure, a 30-minute time period is allowed for reaching maximal anesthetic effect. This waiting period is critical to the success of the lateral femoral cutaneous nerve block. After the allotted time period, a small needle is utilized to "map out" the anesthetized area on the thigh. The anesthetized area is demarcated with a gentian violet marking pen. In our experience, the area that is anesthetized is often slightly more medial/anterior than would be predicted from relying on typical anatomic texts, so the mapping of the anesthetized area is crucial prior to harvesting the graft. Typically quite large areas of the thigh are adequately anesthetized, and one study 3 suggested that the mean area anesthetized after performance of the block was 569 cm 2 , certainly adequate to provide large grafts to cover the surgical wounds typically produced by dermatologic surgeons. After an appropriate wait time and mapping of the anesthetized area, the graft is subsequently harvested in a typical fashion. Despite the lack of epinephrine injection at the site of the graft harvesting, hemostasis has not been problematic. While the graft is being attached, we simply place gauze soaked in aluminum chloride on the donor location. Hemostasis is always adequate with this simple technique.
The advantages of this nerve block include low physician and nursing time to administer, low volumes of anesthetic used (thereby minimizing the risk of lidocaine toxicity), and a long duration (6-18 hours) of postprocedural anesthesia. Once the topographic landmarks are identified and the injection technique is perfected, the procedure becomes reliable and quick.
In our experience, this nerve block produces a deep and long-lasting anesthesia of the thigh that allows the harvesting of split-thickness skin grafts. In about 25% of patients, small amounts of additional local anesthetic injected directly into the donor site are required to produce "complete" anesthesia. Our experience parallels previously published reports of the effectiveness of the nerve block. 3 Because we typically use split-thickness grafts only to cover large surgical defects resulting from Mohs extirpations, we still feel Figure 1 . The small marked box denotes the area of the anterior superior iliac spine, with the most palpable protuberance marked with a dot. One centimeter medial (and slightly inferior) to this dot is the injection site for the lateral femoral cutaneous nerve block (here, marked with "X"). The anesthetized area of the lateral and anterior thigh has been marked with a scored large box after pinprick testing.
that the nerve block is highly advantageous even in those uncommon patients in whom the nerve block fails to provide anesthesia of the entire donor area. Such patients are easily identified with the mapping of the anesthetized area prior to graft harvesting. In such cases, anesthetic volumes (and therefore lidocaine toxicity risk) are dramatically minimized.
The lateral femoral nerve block most commonly fails in the obese patient. In such patients, the inferiorly hanging abdominal pannus can make accurate localization of the topographic landmarks quite difficult. Properly positioning the obese patient is of paramount importance in achieving nerve block success. The patient should be placed entirely supine, and the pannus of abdominal fat should be retracted superiorly so that the appropriate landmarks can be both visualized and palpated.
We feel that the lateral femoral nerve block is a useful anesthetic technique that is quick, reliable, inexpensive, and comfortable for the patient. We feel that the nerve block has the potential to be the primary anesthetic choice for split-thickness skin grafting, particularly in cases where anesthetic volumes need to be minimized.
